Occupational therapy practitioners have actively pursued initiatives in primary care environments for many years ([@bib7]; [@bib14]). Because of renewed emphasis on primary care driven by the [@bib36] (ACA; Pub. L. 111-148) and other national initiatives, interest in occupational therapy's role in primary care has intensified since 2012 ([@bib31]; [@bib32]). Since that time, occupational therapy providers have seized opportunities in primary care and worked to resolve numerous barriers in this area---notably, reimbursement and recognition. However, as health care continues to transform and innovative models are tested, occupational therapy practitioners must identify new opportunities and rapidly adapt to changes.

This column builds on previous work first by defining primary care, identifying existing initiatives, and highlighting new opportunities created by innovative care delivery models. It then explores how to situate occupational therapy to support expansion in primary care, examines common challenges and solutions to integrating occupational therapy in primary care, and identifies international evidence for occupational therapy in primary care. Last, it examines next steps for occupational therapy to achieve a prominent place in the evolving primary care arena.

Defining Primary Care {#s1}
=====================

The definition of primary care has been an area of contention since the term was introduced in 1961 ([@bib24]). Although several definitions are currently used, the most common definition is the one created by the [@bib24], which defined *primary care* as "the provision of integrated, accessible health care services by clinicians who are accountable for addressing a large majority of personal health care needs, developing a sustained partnership with patients, and practicing in the context of family and community" (p. 1). In comparison, the term *primary health care* is more holistic and has a different intent from primary care, one that is based on more of a social model of health ([@bib25]). The terms primary care and primary health care are often used interchangeably, and although primary care was redefined and expanded in response to recent health care changes, this term is often used to refer to services provided only by physicians, nurse practitioners, and physician assistants ([@bib25]; [@bib31]; [@bib44]). Occupational therapy's objective has been to challenge that narrow view of primary care and expand it to include many other services, including occupational therapy.

Primary Care Innovation: Models of Service Delivery {#s2}
===================================================

The emergence of alternative payment models (APMs) provides a key opportunity for occupational therapy to move further into primary care. APMs are payment approaches that give added incentive payments to practices that take on some risk related to patient outcomes to encourage provision of high-quality and cost-efficient care. The Centers for Medicare and Medicaid Services (CMS) in particular supports many efforts to advance quality and innovation in primary care through APMs to incentivize providers to engage in high-quality care by linking payment to processes and outcomes (e.g., preventive care screenings, care planning and coordination, functional status assessment, readmissions).

Key models of primary care service delivery and innovation include the Comprehensive Primary Care Plus (CPC+), Next Generation Accountable Care Organization (ACO), Federally Qualified Health Center (FQHC), and Patient Centered Medical Home (PCMH; [@bib11]):The CPC+ model is a 5-year, multipayer initiative to improve primary care that will target 20 U.S. geographic regions and 20,000 doctors and practitioners ([@bib13]).ACOs are groups of doctors, hospitals, and other health care providers who come together voluntarily to give coordinated high-quality care to their Medicare patients ([@bib9]). The Next Generation ACO model provides greater opportunities for shared savings to create increased incentives for experienced ACOs ([@bib12]).The FQHC is a reimbursement designation from CMS for safety net providers who provide comprehensive services to a medically underserved area or population and have ongoing quality assurance programs ([@bib10]).The PCMH is a care delivery model focused on reducing costs by providing care that is comprehensive, patient and family centered, coordinated, accessible, and accountable ([@bib34]).Although each model has slight differences, the common goal of all models is improved primary care service delivery.

Situating Occupational Therapy to Support Expansion in Primary Care {#s3}
===================================================================

Although many observers may believe that primary care is a new practice context for occupational therapy, history and precedent exist for the profession's role in this area. Moreover, occupational therapy practitioners have addressed health management, wellness, and prevention---common concerns in primary health care---as well as the role of occupational therapy, as generalists or specialists since the early years of the profession ([@bib14]; [@bib18]).

Given the profession's long-standing interest in these areas related to primary care, we occupational therapy practitioners must reflect on what makes this point in time any different from the past. Since the passage of the ACA, policies and prospects to include occupational therapy in primary health care have increased at seemingly exponential rates. Similarly, payment for health care practitioners appears to be constantly changing. The opportunities include notable trends toward behavioral health, mental health, prevention and wellness, team-based care, chronic care management, value-based payment, and care coordination ([@bib8]; [@bib15]; [@bib42]). The American Occupational Therapy Association (AOTA) Commission on Education highlighted that although our profession has not always specifically referred to our role in primary care, the work we have been doing in primary care settings is not new or significantly different from what we have been doing for generations ([@bib3]). Models and research for specific settings are still emerging in the United States, but we have multiple examples from other countries that can guide our pioneering work in the U.S. context.

Occupational therapy can be an active contributor to national efforts to improve population health through the delivery of high-quality, safe, and efficient care ([@bib5]; [@bib22]). For example, occupational therapy providers in primary care can help achieve these goals by addressing patients' risk of hospital readmission, assisting patients with adherence to treatment regimens, helping people maintain independence, identifying the need for early intervention, promoting management of chronic conditions, delaying long-term institutionalization, and assisting patients' transitions through the care continuum ([@bib2]; [@bib23]; [@bib26]; [@bib40]; [@bib43]). Achieving such outcomes is key to successful implementation of primary care as a component of a revised and more successful health care system. And occupational therapy, if used well, can help to achieve these goals.

Challenges to Integrating Occupational Therapy in Primary Care {#s4}
==============================================================

Although it is important to highlight the ever-changing opportunities in primary care, it is also critical to be realistic about the barriers. Key areas to consider relate to reimbursement, narrow or unclear vision of the value of occupational therapy in primary care, interprofessional and team-based considerations, and current educational preparation for entry-level occupational therapists and occupational therapy assistants ([@bib45]).

Reimbursement {#s4-1}
-------------

The logistics of the U.S. health care system present unique challenges related to reimbursement for occupational therapy in primary care. Funding sources include both traditional (e.g., existing *Current Procedural Terminology* \[*CPT*^*®*^\] codes; [@bib1]) and alternative models. For instance, *CPT* code 97535, self-care/home management training, might be used for an intervention for a client with diabetes who has difficulty with the scheduling and mechanics of insulin use. In contrast, alternative solutions involve inclusion in bundled encounter payments. For example, an FQHC can renegotiate a higher encounter rate to cover additional costs associated with providing occupational therapy services ([@bib33]). Within the PCMH model, occupational therapy practitioners have been able to include a portion of their salary under the health education component of the medical home services.

In the context of APMs and other health care initiatives, a business argument may be effective. Return on investment (ROI) is a way to measure profitability and benefit resulting from an investment. In this case, an organization's "investment" in occupational therapy produces desired outcomes ("returns"), thus demonstrating the value of the profession in primary care. For example, by augmenting the physician--patient interaction, occupational therapy practitioners can help facilities or entities meet quality standards, improve patient satisfaction, achieve quality reporting metrics, or enhance referrals to other service lines.

However, efforts to promote the profession, including arguments based on ROI and improved health outcomes, require that occupational therapy practitioners understand the context---more specifically, what primary care physicians and health care systems are held accountable for (e.g., mandated quality metrics) and the challenges they face, including primary care provider shortages and time constraints ([@bib4]; [@bib35]; [@bib46]). The integration of other professions into physicians' practice can mitigate physician time constraints and improve patient and provider satisfaction, as well as improve their quality measures ([@bib6]). Thus, occupational therapy practitioners should be articulating how we can ameliorate the primary care shortage and help primary care providers optimize patient and provider satisfaction and quality measures.

Narrow or Unclear Vision of the Value of Occupational Therapy {#s4-2}
-------------------------------------------------------------

If our profession is to be seen as a key member of primary care teams, we need to conceptualize a comprehensive primary care approach ([@bib31]). This vision would allow us to have more opportunities to articulate our role, actively engage in care delivery, and make an impact on health and lives. In doing so, we must learn from our past and avoid previous mistakes. The inability to clearly describe occupational therapy's unique value in the 1930s and 1940s and consequential detriment to the profession have been well documented ([@bib27]; [@bib37]). Although all occupational therapy students are currently prepared at a generalist level, primary care education is limited; thus, many students and practitioners are unable to elucidate our value in primary care. Yet, initiatives have been created to mitigate this gap. For instance, AOTA (in press) developed a white paper on this topic that may prompt curriculum adaptations.

Interprofessional and Team-Based Considerations {#s4-3}
-----------------------------------------------

The interprofessional literature emphasizes that effective team performance and integration are based on an understanding of other professions' roles ([@bib21]; [@bib38]; [@bib41]). Thus, our success hinges on our ability to work successfully on teams with other professions. Not only should we understand the other team members' roles to function effectively and negotiate authority on the team, we must also effectively communicate our contribution. Evidence has shown that physicians are less likely to understand the occupational therapy role relative to other health professions ([@bib16]). To successfully function in this context at the top of our license---doing the optimum work we are educated and trained to do---we need to ensure we have non--occupational therapy champions who understand our full scope of practice. It is up to us to educate interprofessional teams as part of our daily interactions. This education by each of us is critical to our future success.

Current Educational Preparation for Occupational Therapy Practitioners {#s4-4}
----------------------------------------------------------------------

As we advocate for occupational therapy to become increasingly involved in primary care, our profession must be able to supply practitioners who can provide services in the primary care context. AOTA (in press) describes the necessity for occupational therapy educators to better prepare students to work in primary care environments. Although all occupational therapy graduates are qualified to practice in primary care environments, the AOTA paper highlights various areas of education that might require unique tailoring to better prepare graduates for changing and emerging roles. These areas would address the need to provide more explicit applications of knowledge and skills to primary care approaches and to educate students on particular characteristics of primary care settings. Topics recommended by AOTA include models of care delivery, clinical reasoning, documentation, and reimbursement.

Another area of educational preparation is the need to provide fieldwork experiences for students in primary care environments. Some occupational therapy practitioners working in primary care environments may feel unsure about taking a fieldwork student into an emerging area of practice; however, it is critical that we do so to provide students the opportunity to experience this area firsthand. Again, AOTA (in press) highlights examples of how to integrate Level I and Level II fieldwork opportunities in primary care. Occupational therapy practitioners working in primary care need to think creatively about how to provide experiences. Some strategies currently being used include sharing students, having students at multiple sites with coordinated supervision, providing remote supervision, and placing students with non--occupational therapy providers.

What We Can Learn From International Programs and Research {#s5}
==========================================================

International primary care models that include occupational therapy have demonstrated enhanced function, quality of life, satisfaction, and engagement for patients as well as reduced risk of adverse events (e.g., accidental falls; [@bib19]; [@bib20]; [@bib28]; [@bib29]; [@bib39]). Many countries have thriving primary care systems within coordinated national health care systems. International research has provided a growing body of evidence demonstrating occupational therapy's unique value in primary care, including improved activity engagement, quality of life, safety, satisfaction, and service utilization for patients.

International research also serves as a source of encouragement and guidance as the United States continues to more formally develop models such as those being developed through the Center for Medicare and Medicaid Innovation. In Canada, [@bib16]; [@bib17]) examined various models for bridging primary care and occupational therapy, which has resulted in an examination of existing models of occupational therapy in primary care. Findings indicate that a growing number of occupational therapy practitioners are working in primary care and providing a broad range of services for clients across the lifespan and that effective interprofessional skills (e.g., knowledge of professional roles, trust and communication) are essential for successful integration of occupational therapy in primary health care environments ([@bib16], [@bib17]; [@bib30]).

Conclusions and Next Steps for Occupational Therapy {#s6}
===================================================

To echo the call to arms by [@bib31], opportunities to develop occupational therapy's distinct value in primary care seem endless. However, although the opportunities are plentiful, they are not without expiration dates. Primary care in the United States is a confusing and complex system that is constantly changing. We cannot be paralyzed, waiting for opportunities to be offered to us. Instead, we need to seek out the opportunities, take action, and continue acting in times of constant uncertainty.

Occupational therapy practitioners need to take steps to establish a clear and valuable role in the current system and in emerging systems as health care transformation continues. This effort can be achieved by first reflecting on the profession's past, looking to our peers in other countries who have established roles in primary care, and clearly articulating the unique value of occupational therapy and the ways we can help primary care practices optimize their quality metrics ([@bib14]; [@bib16], [@bib17]; [@bib18]; [@bib19]). We should also consider both formally and informally establishing communities of practice to support practitioners working in primary care environments or interested in working in this area. Continued efforts should be made to collaborate with and educate people unfamiliar with our distinct value in primary care. We must strive to disseminate occupational therapy's distinct value and roles in primary care beyond our profession to non--occupational therapy audiences to improve our visibility. Furthermore, occupational therapy practitioners interested in primary care should also look beyond occupational therapy--specific job positions. For example, practitioners can capitalize on their occupational therapy knowledge and skills in work as clinic administrators, case managers, and in behavioral/mental health systems.

If occupational therapy is going to situate itself successfully as part of primary care teams, this is the time to act. If not now, other professions will seize the opportunities. By integrating occupational therapy into primary care environments, we can best serve our clients, communities, and populations.
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